Abstract Highly intoxicated versus sober women were evaluated using multi-group path analyses to test the hypothesis that sexual victimization history would interact with partner pressure to forgo condom use, resulting in greater condom-decision abdication-letting the man decide whether or not to use a condom. After beverage administration, community women (n = 408) projected themselves into a scenario depicting a male partner exerting high or low pressure for unprotected sex. Mood, anticipated negative reactions from the partner, and condom-decision abdication were assessed. In both control and alcohol models, high pressure increased anticipated negative partner reaction, and positive mood was associated with increased abdication. In the alcohol model, victimization predicted abdication via anticipated negative partner reaction, and pressure decreased positive mood and abdication. In the control model, under high pressure, victimization history severity was positively associated with abdication. Findings implicate condom-decision abdication as an important construct in understanding how women's sexual victimization histories may exert sustained impact on sexual interactions.
Introduction
Women experience persistent health threats due to sexually transmitted infections (STIs), including HIV/AIDS. Infection risk can be reduced with male condoms. However, women's condom use depends on a male partner who may exert pressure to forgo it. Thus, women's potential susceptibility to partner pressure and their willingness to abdicate to it are important to understand. To date, women's response to men's pressure to forgo condoms has received little scientific attention. Fragmented empirical findings from surveys and experiments reviewed below suggest that susceptibility to pressure would be associated with women's previous sexual victimization and related affective and cognitive mediators [1] [2] [3] , particularly when drinking. Postulating accordingly, we investigated the influences of victimization history, partner pressure, and affective and cognitive mediators on women's condom-decision abdication-letting the partner decide about whether to use a condom-under sober versus intoxicated conditions.
Partner Pressure for Unprotected Sex
Pressure from a man to have sex without condoms has been identified as contributing to heterosexual women's sexual decisions [4] . Consistent with this, men have reported that exerting verbal pressure to forgo condoms is acceptable & William H. George bgeorge@uw.edu and normative; and that they have done so in the past and intend to do so in the future [5, 6] . Thus, identifying and understanding how women respond to pressure for unprotected sex potentially represents a critical juncture in decisions about condoms. Yet scant science is available about the nature of women's responses to partner pressure. This knowledge gap has particular relevance regarding steady partners, where it is commonly assumed that condom use is less necessary than with new or casual partners [7] . In steady relationships where protected sex has been the norm, beginning to forego condoms is a critical decision point because it establishes precedence for future unprotected sex, thereby creating sustained elevation in STI transmission risk. Consistent, lasting condom use in young heterosexual couples has been difficult to achieve; high rates of condom discontinuation are common [8] . Condom use patterns are related to relationship status in this population, with use being more likely in new or casual relationships than in established or serious ones [9] . However, there is little research on the dynamics of ceasing condom use. Examining factors-such as alcohol, partner pressure, and sexual victimization history-that may be involved in women's in-the-moment decision to either advocate for condom use with a male partner or abdicate the decision may contribute to better understanding condom use continuation and cessation processes.
Previous research on ''sexual pressure'' has tended to conflate coercive pressure for sex with specific pressure for unprotected sex. For example, Teitelman et al. [10] described sexual pressure as a form of social influence ''toward having sex or having sex in a particular way (e.g., without condoms).'' Similarly, Jones [11] conceptualized and operationalized sexual pressure as an internalized construct reflecting a woman's gender stereotypical concerns about adverse consequences resulting from not meeting a man's expectations for sex; again placing the emphasis on coercive pressure for sex generally. Although valuable for documenting women's subjective sense of feeling pressured to have sex, such research provides little illumination about men's pressure for unprotected sex with women who are willing to consent to protected sex and the role such pressure plays in their eventual risk decision.
Further, discussions of sexual pressure have been framed either by feminist discourse (e.g., gender-power theory [12] ) and/or theories of HIV-related sexual risk taking (e.g., the theory of reasoned action [13] ), which emphasize rational decision-making processes over emotional heat-of-the-moment processes. Lacking has been consideration of important naturalistic features of men's exertion of pressure. Specifically, exposure to such pressure occurs during heat-of-the-moment dyadic interchanges characterized by intense and dynamically shifting emotional states and social-cognitive perceptions, suggesting that affective and cognitive factors may mediate the effects of pressure.
Previous research indicates that a woman's anticipation of a man's response to her condom use insistence is an important cognitive factor. Anticipated negative partner reaction has predicted women's decreased sexual assertiveness [14] and condom self-efficacy [15] , highlighting its importance to understanding women's responses to men's pressure. Because it is associated both with prior sexual victimization [14] and unprotected sex [16] , anticipated negative partner reaction is especially relevant to understanding how women with victimization histories might respond. Moreover, the interplay of cognitive appraisal and emotional expression generally (e.g., [17] ) points to the likely involvement of mood states, as well.
Sexual Victimization History and Sexual Risk Taking
Victimized women report more sexual partnerships [18] and sexual risk taking [19] than non-victimized women. Surveys linking sexual risk behavior with previous childhood sexual abuse (CSA) (see reviews by [20, 21] ) and adult sexual assault (ASA) [22, 23] emphasize distal explanatory factors suggesting that post-victimization trauma symptoms and mood disturbances foster problematic coping styles and relational instability resulting in greater exposure to risk opportunities. However, growing evidence from experiments indicates that victimized women also respond differently than non-victimized women to sexual risk opportunities. In experiments potential mediators were evaluated using heat-of-the-moment scenarios in which women projected themselves into an eroticized consensual encounter with a casual partner. Focusing on behavioral mediators, Stoner et al. [24] found that women with a history of ASA were less sexually assertive than non-victimized women, resulting in less condom insistence and greater likelihood of unprotected sex. Focusing on sexual-emotional mediators, George et al. [25] found that both sexual victimization history severity and acute alcohol intoxication affected unprotected sex intention, and that these effects were mediated by positive mood and sexual desire. Focusing on cognitive mediators, Masters et al. [1] found that the effects of sexual victimization history severity and acute alcohol intoxication were mediated through a) perceptions of the partner's intoxication and STI risk, b) anticipated negative partner reaction to condom insistence; and c) willingness to abdicate the decision about having unprotected sex to him.
These experiments indicate that the well-established association between sexual victimization history and increased sexual risk taking is not exclusively a function of distal processes resulting in victimized women having increased exposure to risk taking opportunities. Instead, it appears that once in a sexual encounter, victimized women actually respond differently than non-victimized counterparts. Furthermore, these differences are evident in in-themoment mediators that make conceptual sense: decreased assertiveness, decreased positive mood, and increased perceptions of the partner as risky and as likely to respond negatively to condom use negotiation. ''Sexual abdication'' emerged as a relatively novel construct that may also be important in understanding how victimized women respond.
Sexual Abdication and Condom-Decision Abdication
Sexual abdication refers to willingness to forsake decisional power in a sexual encounter by letting a partner decide what happens sexually. As operationalized in previous work, it constitutes a risky behavior because it subsumes allowing a partner to decide about condom use [26] [27] [28] and it predicts unprotected sex intentions [1] . Sexual abdication may be an especially relevant outcome for victimized women who often feel powerless and unassertive in sexual situations and have difficulty refusing unwanted sexual advances [2, 3, 29] . In experiments, victimized women have exhibited less assertiveness and more passivity than non-victimized women [24, 27] . Masters et al. [1] found that CSA increased sexual abdication indirectly via ASA and perceptions of the partner. Staples et al. [26] found that, compared to non-victims, CSA victims exhibited greater abdication when intoxicated and when subjected to high versus low inhibition conflict about having sex. Such findings suggest that women with increasingly more severe sexual victimization histories are more likely to abdicate sexually to a partner, especially when intoxicated. To gain a more precise account of abdication about condom use specifically, we modified our more general sexual abdication operationalization for the current study to capture condom-decision abdication specifically: willingness to allow a partner to decide whether a condom is used.
Mediation by Anticipated Partner Reaction and Mood
Cognitive and affective experiences unfolding in the heat of the moment should play mediating roles in links from both victimization history and partner pressure to abdication. In surveys, anticipating a negative partner reaction is an important cognitive factor, reliably associated with victimization history, more negative experiences with partners, decreased sexual assertiveness, decreased selfefficacy, and increased sexual risk taking [14, 15] . In a previous experiment, it mediated the link between victimization history and abdication [1] . These findings pointed to formulating our hypothesis in the current study that anticipated partner reaction will be a significant mediator. Emotionally, decreased positive mood has mediated the association between victimization and sexual risk likelihood [25] . Thus, this experiment considered both cognitive and emotional constructs simultaneously in characterizing how victimization history and pressure affect response to a hypothetical heat-of-the-moment sexual encounter.
Present Study
This is the first study to operationalize and manipulate partner pressure and evaluate its impact on women's willingness to abdicate decisions about condom use. Without a pre-established theoretical rationale dedicated to predicting and explaining pressure effects, hypotheses were formed based on two considerations. First, gender-power theory [12] suggests that victimized women may feel chronically disempowered in sexual encounters, resulting in them being more likely to abdicate to pressure regarding condom non-use. Second, aforementioned survey and experimental findings, while fragmented, clearly suggest that previous victimization fosters susceptibility to pressure by abdicating, that in-the-moment affective and cognitive processes mediate pressure effects, and that these effects vary with acute intoxication. We therefore hypothesized (a) an interaction whereby victimization history would be more predictive of abdication under high versus low pressure and (b) that heightened anticipation of a negative partner response, decreased positive mood, and increased negative mood would mediate between victimization history and partner pressure (see Fig. 1 ).
Finally, alcohol continues to be important in understanding the role of sexual victimization history in sexual risk. Compared to non-victimized counterparts, victimized women generally tend to drink more heavily, more frequently, and more often before sex (e.g., [22, 30] ). Also, alcohol is one of the strongest known contextual determinants of sexual risk behavior as evidenced by longitudinal surveys (e.g., [31] ) and rigorous experiments (e.g., see reviews by [32, 33] ). Therefore, we examined the hypothesized model under two sets of conditions, alcohol and no alcohol, enabling us to evaluate whether victimization and pressure influence mediators and abdication differentially when women are highly intoxicated versus sober. We hypothesized that the effects of the cognitive and emotional mediators and the condom-decision abdication outcome would be similar in the alcohol and control groups and that the effects of partner pressure, victimization history, and their interaction would be different. Specifically, we expected both pressure and victimization to relate positively to condom-decision abdication when participants were highly intoxicated. Due to attentional effects laid out in alcohol myopia theory, intoxication should accentuate focus on salient situational cues like partner pressure, which itself should be more prominent among victimized women who have previously experienced disempowerment in sexual situations.
Methods Participants
Women were recruited from an urban community and were eligible if they were between the ages of 21 and 30, sexually active with men, had at least one occasion of heavy episodic drinking (HED, four or more drinks within 2 h [34] ) and one instance of unprotected sex in the past year with at least one additional HIV/STI risk factor. HIV/STI risk factors were defined as: (a) new male sex partner in the past year; (b) two or more male sex partners in the past year; (c) having had an STI; or (d) knowing or suspecting that a past year male sex partner had himself had a concurrent sexual relationship, an STI and/or HIV, a same-sex sexual encounter, ever used IV drugs, or been incarcerated in the last 12 months. Finally, women were excluded if they reported a medical condition or prescription drug use that contraindicated alcohol consumption, did not typically drink at least 5 drinks/week, or if they had a history of negative reactions to alcohol or problem drinking as assessed by the Brief Michigan Alcohol Screening Test (BMAST [35] ). These final exclusion criteria are based on the NIAAA's guidelines for ethical administration of alcohol to humans in research settings [36] .
Four hundred and forty women initially participated in the study. Data for 21 women were removed from the sample due to an error in alcohol administration in which experimenters dosed them with lower proof alcohol (151 proof vs. 190). Another 7 participants became ill during alcohol administration and were unable to finish their beverages, and 4 participants did not ascend to the target blood alcohol concentration (BAC). Thus, the final analysis sample included 408 women (M age = 24.7 years, SD = 2.79). The majority of the sample self-identified as Caucasian (65.3 %), 9.4 % self-identified as African American/Black, 6.7 % as Asian/Pacific Islander, 8.3 % as Hispanic/Latina, 1 % as Native American, and 17.6 % as Multiracial or other. Current full-or part-time employment was reported by 56.7 % of women and 78.9 % of women had at least some college education. Full-or part-time student status was reported by 37.7 % of women and 72.8 % of women reported a yearly income of $30,999 or below; 18.2 % of the women reported having been incarcerated. While most of the women reported never having been diagnosed with an STD (64.7 %), the remainder reported one or more STD diagnoses with HPV (17.4 % of the sample) and chlamydia (14.4 %) the most commonly reported.
The average age of drinking onset was 14.14 years (SD = 3.16). On average, women consumed 12.95 drinks per week (SD = 9.2), 72.8 % of women reported HED at least once a month in the past year. The mean consensual sexual debut for our sample was 16.65 years of age (SD = 2.28). Participants reported a mean of 16.03 (SD = 12.09; capped at 100) lifetime vaginal sex partners and a mean of 3.91 (SD = 3.91) vaginal sex partners in the past 12 months; 37.1 % engaged in anal intercourse during Fig. 1 Hypothesized model. Dashed paths free to vary between control and alcohol groups; solid paths constrained to equality the past year; 64.5 % of women did not use a condom the last time they had sexual intercourse; and 61.3 % reported using a condom during 50 % or fewer of the times they had vaginal intercourse. Overall, 72 % of the sample (n = 295) reported having a history of ASA victimization.
Procedures
All procedures were approved by the university's human subjects institutional review board. We placed online and print ads and distributed flyers to recruit single women, aged 21-30, who were social drinkers to participate in a study on male-female interactions. Ads indicated that they would be paid $15 per hour up to $135. Interested women called in and were screened for eligibility by a trained female research assistant. Once they were determined to be eligible for the study, they were scheduled for an appointment. When participants arrived at the laboratory, a trained female research assistant verified that their blood alcohol concentration (BAC) was 0.00 using a handheld breathalyzer (Alco-Sensor IV, Intoximeters, Inc.) and then administered informed consent. Each participant was then weighed to calculate her alcohol dose and given a self-administered urine test to ensure she was not pregnant. Participants completed background questionnaires, which included demographics, sexual experiences, drinking habits, and history of sexual victimization. The background questions took approximately an hour to complete and participants entered all data into the computer in a private room. Once the background questions were complete, participants were block randomized based on victimization history into four conditions in which alcohol consumption (no alcohol/alcohol) and pressure by the male character to have sex without a condom (high/ low) were manipulated, creating a 2 9 2 (pressure by alcohol).
Participants who were assigned to one of the alcohol conditions received beverages consisting of five parts cranberry juice and one part 190 proof grain alcohol, dosed at 1.0 ml per kg of body weight. Beverages were divided into three equal portions and consumed over a period of 4 min each for a total of 12 min. Breathalyzer tests were administered approximately every 4 min until a criterion BAC of 0.07 was reached. This ensured that participants would be on the ascending limb of the BAC curve. To control for individual differences in speed of alcohol absorption-and, consequently, elapsed time and number of breath samples to criterion-each alcohol participant was yoked to a control participant who drank only juice and provided the same number of breath samples over the same number of minutes before beginning the experimental scenario [37] . After reaching the criterion BAC (alcohol participants) or completing the yoked number of breathalyzers (controls), participants were left alone in the room to read the sexual scenario.
The sexual scenario was developed using data from focus groups on young women's experiences of casual sexual relationships, condom use, and relationship potential, as well as experience from the team's previous research. It was pilot tested to further ensure realism. The approximately 1600-word scenario was written in the second person to facilitate participants' projection into the storyline. Instructions read: ''You are now going to read a brief scenario and answer some questions. Imagine that you are the person being described in the scenario and try and put yourself in the situation. When the scenario involves drinking, imagine that you have had a similar amount to drink as you have had today in the lab.'' For participants in the alcohol condition, the protagonist drank alcohol, while for those in the control condition, she drank soft drinks. The male character's moderate drinking was constant across conditions. Participants overall rated the scenario as very realistic (M = 5.9, SD = 1.3; 1 = not at all realistic to 7 = extremely realistic).
The scenario established that the protagonist had been in a steady relationship with the male character, Michael, for a couple of months, had previously had only protected sex with him, and was on the pill. She was very attracted to him. The characters went to dinner, then to Michael's place, where they began kissing and touching. Sexual activity became progressively more heated until both characters were undressed and approaching intercourse. Descriptions and dialogue were eroticized to increase the participant's sexual arousal.
The amount of pressure applied by Michael to have sex without a condom was varied according to experimental condition. In both low and high pressure conditions, it was made clear that condoms were available and that the female character/participant preferred to use one. She ''ask[s] Michael if he has any condoms, while reaching over to open the drawer of the nightstand next to his bed where he usually keeps them. You open it and see that he has some in there.'' At this point in the low pressure scenario Michael states his desire not ''to stop for that yet,'' leaving the door open for future condom use. In the high pressure scenario, Michael asks if ''we need one,'' ''closes the drawer'' and says, ''It will be so much hotter if there is nothing between us.'' Increasingly eroticized sexual activity occurs at this point with Michael making one more attempt to have sex without a condom (i.e. ''It would feel so good with nothing between us, but if you want to use one, we can'' [low pressure] and ''If we want to keep things going between us, it's time we stopped using condoms'' [high pressure]. At this point the mediating and outcome measures were assessed. Participants overall rated their/the female character's desire to use a condom (''How much do you want to use a condom?'') as moderately high (M = 4.6, SD = 2.0; 1 = not at all to 7 = extremely).
Measures

Victimization History
We used the revised Sexual Experiences Survey [38] , the gold standard in the field, to measure unwanted and nonconsensual sexual experiences since age 14. These questions were asked before participants were administered alcohol and read the scenario. Types of unwanted sexual behavior assessed included sexual contact (e.g., fondling) and attempted or completed oral, vaginal, or anal penetration. The tactics included verbal coercion (e.g., lies, verbal threats or pressure), intoxication, and force. Participants were asked to indicate the number of times each sexual act occurred by tactic used to obtain each act on 3 point response scales (0 = never; 3 = 3 or more times). ASA severity was calculated by multiplying a severity rank that represented a cross between the tactic and outcome (0 = no ASA, 1 = sexual contact by verbal coercion, 2 = sexual contact by intoxication, 3 = sexual contact by force, 4 = attempted or completed rape by verbal coercion, 5 = attempted or completed rape by intoxication, 6 = attempted or completed rape by physical force) by the frequency with which each tactic/outcome combination occurred [39] . This sexual victimization severity score had a possible range of 0-63.
Partner Pressure
Partner pressure to have sex without a condom was manipulated within the scenario as described above. It was coded as (0 = low pressure, 1 = high pressure).
Anticipated Negative Partner Reaction
We measured participants' anticipation of the scenario partner's negative reaction to insistence on condom use with the mean of five items such as ''If you refuse to have sex without a condom, how likely will Michael be to… lose interest in you? Become angry? Force you to have sex anyway?'' The response scales were 1 (not at all likely) to 7 (extremely likely). Cronbach's alpha for these 5 items was 0.80.
Negative Mood
Negative mood was assessed at the end of the scenario using the following seven emotions: Depressed, stressed, angry, afraid, irritated, worried, and upset. Participants were asked to ''rate to what extent you have felt each of the following emotions during the past few minutes'' on scale from 1 (not at all) to 7 (extremely). Reliability for these items was good with a Cronbach's alpha of 0.82.
Positive Mood
Positive mood was assessed at the same time as negative mood, with the same stem and response scales. There were also seven positive mood items: Happy, cheerful, feeling good, enthusiastic, positive, relaxed, and interested. These items had excellent reliability (a = 0.92).
Condom-Decision Abdication Intention
Participants' intention to abdicate the condom use decision at the end of the scenario was measured by asking the following two items ''At this point, how likely are you to… let Michael decide whether or not to use a condom? Go along with what Michael wants about not using a condom?'' The response scales were from 1 (not at all likely) to 7 (extremely likely). We computed the abdication intention score as the mean of these 2 items, whose correlation was 0.81.
Analytic Approach
Before conducting the main analyses, we screened the data for skewness, kurtosis, and missingness. Less than 1 % of data were missing on any variable, and we employed full information maximum likelihood (FIML), standard with Mplus, to handle rare instances of missing data. We computed means of model variables and tested for differences between Control and Alcohol groups, as well as bivariate correlations among model variables separately by group.
For the main analyses, we conducted a multiple group path analysis in MPlus version 7.11 [40] to examine differences between sober and intoxicated participants; the hypothesized model appears in Fig. 1 . We modelled the influence of victimization history severity, partner pressure for sex without a condom, and the interaction of these variables on participants' in-the-moment anticipation of negative partner reaction, negative mood, positive mood, and finally on their condom-decision abdication intentions. All paths between background and manipulated variables (i.e., victimization and partner pressure for sex without a condom) and mediating in-the-moment variables (i.e., anticipation of negative partner reaction, negative mood, and positive mood) were allowed to freely vary between the no alcohol and alcohol groups, as was the hypothesized path directly from partner pressure to abdication intention. In accordance with our hypothesis that relationships between the cognitive and affective mediators and the abdication intention outcome would be similar in both the alcohol and control groups, paths from mediating variables to the abdication intention outcome were constrained to equality between groups.
We also specified two alternative models. In the fully constrained model, all paths were constrained to equality across beverage condition groups. In order to compare a model with minimal equality constraints across alcohol and control groups, while avoiding a fully saturated model, we specified a second alternative model in which all paths were free to vary except the correlations among Anticipated Negative Partner Reaction, Negative Mood, and Positive Mood. We used v 2 difference tests to compare goodness-of-fit between the hypothesized model and each of these alternative models.
Results
Preliminary Analyses
Means of model variables, compared among Partner Pressure x Alcohol Condition groups and between Control and Alcohol groups, appear in Table 1 . Positive mood and condom-decision abdication intention were both significantly higher in the Alcohol group; there were no other significant mean differences between groups. Bivariate correlations among variables appear above (control) and below (alcohol) the diagonal in Table 2 .
Model Testing
Modified Hypothesized Model Figure 1 shows the hypothesized model. In accordance with our hypothesis that paths between the cognitive and affective mediators and the condom-decision abdication outcome would be similar in both the alcohol and control groups, we constrained these paths to equality. Likewise, because we hypothesized that the effects of partner pressure, victimization history severity, and their interaction would be different in alcohol and control groups, we allowed these paths to vary freely. The hypothesized model was not a good fit for the data: Where the omnibus test is significant, values in the same row that share a superscript differ significantly (p \ 0.05) between partner pressure 9 alcohol groups * p \ 0.05; ** p \ 0.01; *** p \ 0.001 S140 AIDS Behav (2016) 20:S134-S146
Alternative Models
The fully constrained model (all paths constrained to equality across beverage condition groups) was both a poor fit to the data ( ). This alternative model accounted for 13 % of the variance in abdication intention in the control group and 17 % in the alcohol group. Because the modified hypothesized model and the minimally constrained alternative model fit the data equally well, and the alternative model was more theoretically informative, we present the alternative model below. Figure 2a illustrates the final alternative model for the control group and Fig. 2b , for the alcohol group. Figures display standardized coefficients for significant paths only. In both groups, high partner pressure to have sex without a condom increased anticipation of negative partner reaction to condom use insistence. Likewise, positive mood was related to increased condom-decision abdication intention in both groups.
Direct and Indirect Effects
In the control group, victimization severity and partner pressure interacted to directly affect condom-decision abdication intention. The direction of this interaction was such that in the low pressure condition, women's sexual victimization severity was not related to condom-decision abdication intention, whereas in the high pressure condition, women with a less severe victimization history had lower abdication intention than women with a more severe history. For women who were not intoxicated, anticipated negative partner reaction did not significantly predict condom-decision abdication intention.
In the alcohol group, victimization severity and partner pressure did not interact significantly. Rather, victimization severity was related to increased anticipation of negative partner reaction, which in turn increased condom-decision abdication intentions. High partner pressure directly decreased both positive mood and abdication intention, and increased negative mood.
We also tested the significance of indirect effects of partner pressure, victimization history, and their interaction on abdication intention. In the alcohol group, but not in the control group, partner pressure had a significant indirect effect on condom-decision abdication intention, increasing it via anticipated negative partner reaction. No other indirect effects were statistically significant; complete results appear in Table 3 .
Discussion
This is the first study to manipulate partner pressure and alcohol systematically and evaluate women's condom-decision abdication as a function of sexual victimization history. Multi-group path analyses, across alcohol and nonalcohol control groups, revealed that both partner pressure and victimization history severity were associated with women's increased willingness to abdicate and let the man-depicted as a steady partner-decide about condom use. First, more severely victimized women were more susceptible to partner pressure effects on condom-decision abdication than less severely victimized counterparts, but only in the control group. Second, evaluating social-cognitive and emotional mechanisms simultaneously, we found that women's anticipated negative partner reaction mediated the effects of pressure on condom-decision abdication in the alcohol group but not in the control group. Unexpectedly, in the alcohol condition, partner pressure decreased condom-decision abdication directly. In research efforts to elucidate women's condom use decision making processes, these findings further substantiate the role of anticipated negative partner reaction and demonstrate the importance of two novel constructs lacking previous research attention: partner pressure to forgo condom use and condom-decision abdication. High partner pressure consisted of both verbal and behavioral expressions of effort to influence the woman to forgo condom use. Our alternative minimally constrained model fit the data well and revealed that pressure affected condom-decision abdication in ways that differed based on alcohol. Without alcohol, the association between victimization severity and condom-decision abdication was evident only in the high pressure condition. This finding coheres with previous survey work showing that victimized women often feel powerless and unassertive in sexual situations [2, 3] and with experimental work showing that, compared to non-victimized counterparts, victimized women exhibited less sexual assertiveness and greater passivity [24, 27] and greater sexual abdication (doing what the man wants sexually) via anticipated negative reaction [1] . The current finding extends earlier work in two important ways. First, it indicates that any tendency of victimized women to be less empowered in sexual encounters and cede decisional power to a partner varies with the interpersonal dynamics of the situation. Second, a b Fig. 2 by using a continuous severity index to quantify ASA based on the tactic, outcome, and frequency of earlier victimization experiences, our findings indicate that the degree of influence past victimization exerts on responding in present day sexual encounters varies with the severity of earlier victimizations. In the alcohol model by contrast, pressure worsened the woman's emotional experience-decreasing positive mood and increasing negative mood-and, paradoxically, decreased condom-decision abdication directly. The reasons for this attenuation in condom decision abdication are not clear. Perhaps intoxication, via an alcohol myopia process, made the man's high pressure and subtle relationship threat (''If we want to keep things going between us, it's time we stopped using condoms'') more salient thereby dampening her emotional warmth.
Interestingly, this abdication attenuation pathway was concurrent with an abdication enhancement pathway via anticipated partner negative reaction. Specifically, high pressure increased anticipation that the man would respond negatively to the woman's desire to use a condom. That this anticipation, in turn, increased willingness to abdicate can be seen as potentially instrumental in avoiding his negative reactions by instead yielding to his wish for unprotected intercourse. Such an avoidance-by-yielding response could be interpreted as disempowering because it is at the expense of women's own desire, agency, and sexual safety. Yet this pathway could also be self-protective, because it mitigates the prospect of being harmed by him [11, 41] , either psychologically or physically [42, 43] .
These contradictory pathways concurrently attenuating and fostering the likelihood of condom-decision abdication demonstrate the decisional complexity of such heat-of-themoment sexual encounters when intoxicated. Conflicting social-cognitive and emotional processes appear to be weighing on women's willingness to go along with partner pressure.
Strengths and Limitations
The current study had both strengths and limitations. Victimization was operationalized as a continuous severity index, thus providing more nuanced sensitivity to the impact of victimization than has been typically observed in sexual victimization research. Alcohol factors, including dosage, BAC limb, and absorption times were tightly controlled through rigorous procedures involving consistent BAC monitoring, specific BAC criterion starting points, and yoked controls. To better approximate realworld risky sexual situations, the experimental scenario was eroticized to create a sexual ambiance during the sexual decision-making process. Although laboratory analogues of sexual situations can never fully capture all elements of real sexual situations, participants overall rated the scenario as very realistic and there is considerable evidence supporting both the internal [44] [45] [46] and external [47, 48] validity of such analogues. Another strength was our sampling of predominantly urban community residents, broadening the base of sample characteristics beyond clinical and college samples. Finally, by using both survey and experimental methods, we were able to integrate distal and proximal factors and demonstrate their mutual influence on sexual risk. This is consistent with recommendations that person and situation variables be examined simultaneously to promote a more comprehensive understanding of sexual risk-taking [31] . Limitations included the lack of an alcohol expectancy (placebo) condition, sample characteristics, and the prospect of volunteer bias. First, previous work has shown that expectancy set (the belief that one has been drinking) enhances self-reported and physiological arousal independent of low-dosage intoxication [49] . Because of the difficulty of convincing placebo participants that they have received a high dose of alcohol [50] , and our specific interest was high dosage effects, we did not manipulate alcohol expectancy set. Therefore, we cannot conclude that findings in the alcohol condition are strictly a function of alcohol's pharmacological properties, independent of expectancy set effects. Second, sample characteristics limited the generalizability of our findings. Regarding alcohol use, abstainers, light drinkers, and heavy problem drinkers were excluded, while only heavy episodic drinkers were included. These inclusion/exclusion criteria prevent us from generalizing the observed relationships to women whose drinking habits do not fit the range reported by our participants. For example, women who do not engage in heavy episodic drinking may be less likely to drink to the intoxication level manipulated in our study; thus, these findings may not apply to their typical drinking levels. Moreover, because our alcohol administration paradigm required participants to be of legal drinking age (21 or over), it is unclear whether the current findings would generalize to underage drinking women whose contextual factors for sexual risk behavior may differ from those of their older peers. Similarly, our high rates of sexual victimization and our exclusion of women at lower risk for HIV/STI also limit our generalizability. In sum, because the alcohol consumption patterns, sexual risk indicators, and sexual victimization histories of this study's sample were high relative to the general population, care must be taken when generalizing the current findings to other groups of women. That noted, the participants in this study were recruited due to their elevated risk levels and thus they are an important focus of research in this area. Third, volunteers for sexuality research tend to have more sexual experience and liberal sexual attitudes than nonvolunteers [51] . Our findings should be interpreted in accordance with these sample limitations. Finally, our paradigm depicted a steady partner; thus it is unclear how these findings, particularly with respect to partner pressure, might apply to situation involving a new or casual partner.
Conclusions
Alcohol intoxication increased condom-decision abdication as observed previously with sexual abdication not specific to condom use [1] . Regardless of intoxication, sexual victimization history was associated with differential responding to an analogue sexual encounter [1, 24, 25] . Given that sexually victimized women generally drink more and engage in more frequent heavy episodic drinking than their nonvictimized counterparts, our findings demonstrate a clear risk nexus. By virtue of both their drinking quantity and style, sexually victimized women are at substantially elevated risk for behavior that can lead to STI/HIV infections. Thus, our findings continue to support the suggestions that prevention interventions should target drinking and should highlight victimization history as a factor. It appears from these and other findings [1, 25, 26] that women with varying degrees of sexual victimization history severity make different decisions when using and not using alcohol. The current findings suggest that different decisions may place them at different kinds of interpersonal risk, e.g., disease risk and assault risk. A novel finding was that women's condom decision abdication-a seemingly direct pathway to unprotected intercourse [1] -was affected by partner pressure via anticipated negative partner reaction. Given that these are the first data demonstrating the impact of partner pressure, further research on this interpersonal factor and related cognitive and emotional mechanisms is warranted. Nevertheless, this initial finding coheres with suggestions that intervention strategies highlight issues and skills in sexual assertiveness, although not at the expense of personal safety.
